
 

 

 

 

 

  

 

 

    

    

 

   

 

 

 

  

 

   

           

 

 

 

         

           

           

UNIVERSITY of 

MISSISSIPPI 
S CHOOL OF P HARMACY 

__________________________________________________ ___________________ 

____________________________ 

ADMINISTRATIVE PHYSICAL EXAM VERIFICATION 

I certify that ___________________________ has undergone an administrative (or comprehensive) 

student 

physical examination and has the general mental, emotional, and physical health to participate in 

patient care experiences. 

Signature of Physician/Nurse Practitioner/Physician Assistant Date 

Clinic Information below (or stamp): 

Address: ____________________________ 

Phone: ____________________________ 
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